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Abstract 
Clinical Decision-making in the Juvenile Justice System: 
Effects of Comorbidity on Accuracy of Diagnosis and Treatment Planning 
Jennifer M. Serico 





Despite the rehabilitative model of the juvenile justice system, little research has 
examined the accuracy of mental health diagnoses and treatment planning with youth in 
the juvenile justice system. Youth in the juvenile justice system tend to have significant 
mental health needs, often presenting with comorbid psychiatric problems.  However 
research shows that many juvenile offenders are not getting these needs met, thereby, 
increasing their likelihoods of recidivism, as well as of other future problems. This study 
served to gain insight into the clinical decision-making of treatment providers in the 
juvenile justice system.  Specifically, it evaluated how the presence of psychiatric 
comorbidity affects juvenile justice treatment providers’ accuracy of diagnosis and ability 
to match treatment to diagnosis.  Results indicated that when simultaneously presented 
with symptoms of two disorders (Attention-Deficit Hyperactivity Disorder and Major 
Depressive Disorder), treatment providers provided the correct diagnoses less often than 
did providers presented with symptoms of only one of these disorders.  Implications for 
these findings are discussed and future research is suggested.   
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1. Background and Literature Summary 
Youth in the juvenile justice system have substantial mental health needs when 
compared to non-offending adolescents (Tate & Redding, 2005).  Due to the high rates of 
mental health problems in this population (Cellini, 2009), accurate diagnosis and 
effective treatment provision are of particular concern for adolescents in residential 
placements.   One particular challenge to accurate diagnosis and effective treatment 
planning may be the high prevalence of comorbidity of mental health disorders among 
youth in placement (Abram, Teplin, McClelland, & Dulcan, 2003).  Therefore, it is 
important to understand whether the co-occurrence of disorders may tax the information 
processing of juvenile justice mental health staff in terms of accurately diagnosing youth 
and identifying effective and appropriate treatment options.  
1.1 Current Perspectives on Treatment Needs in the Justice System 
The recent adult forensic mental health literature is replete with debate regarding 
the treatment needs of offender populations and the most effective ways to meet these 
treatment needs to reduce recidivism.  There is a divide amongst researchers about 
whether the emphasis on treatment within the criminal justice system should focus more 
on criminogenic needs or on mental health needs to reduce recidivism and improve 
outcomes for offenders (Van Dorn, Desmarais, Petrila, Haynes, & Singh, 2013).  One 
area of research suggests the importance of addressing criminogenic needs by reducing 
risk factors of both adult (Skeem, Manchuk, & Peterson, 2011) and juvenile offenders 
(Lipsey, 2009) to reduce recidivism.  That said, recent research directly points to the 
primary importance of addressing mental health needs to reduce recidivism and outcomes 
for offenders (Van Dorn et al, 2013).  The current study emphasizes the importance of 
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mental health needs of juvenile offenders, in line with the arguments presented by Van 
Dorn and  colleagues (2013), but the relevance and implications of the study must be 
grounded within the context of the broader debate on treatment within the the field of 
forensic psychology.   
1.2 Mental Health Needs of Juvenile Offenders 
1.2.1 Evidence of Mental Health Problems in Juvenile Offenders 
 When compared with same-aged peers, youth in the juvenile justice system have 
higher rates of mental illness, learning disabilities, and cognitive delays (Kraus & Pope, 
2010).  The relationship between mental health problems and delinquency has been 
gaining attention in the field (Goldstein, Olubadewo, Redding, & Lexcen, 2005).  A 
number of well-executed and sound research studies concur that approximately 65% of 
juvenile offenders meet the criteria for at least one mental health diagnosis  (Wasserman 
et al., 2003).  Not surprisingly, the most common mental health diagnosis for juvenile 
offenders is conduct disorder, as the criteria for this disorder include delinquent 
behaviors.  In one study of a large sample of juvenile offenders, nearly 70% of females 
and 60% of males met full criteria for a mental health disorder other than conduct 
disorder (Teplin, Abram, McClelland, Dulcan, & Mericle, 2002).   Furthermore, 57% of 
female delinquents and 46% of male delinquents met criteria for at least two mental 
health disorders (Abram et al., 2003). Common disorders in juvenile offenders (excluding 
conduct disorder) include substance use, attention-deficit hyperactivity (ADHD), and 
mood disorders (Goldstein at al., 2005), although the frequencies of mental health 
problems and diagnoses can vary depending on a variety of individual characteristics, 
including gender (Teplin et al., 2002).  For instance, girls in the juvenile justice system 
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are more likely to be diagnosed with mood or anxiety disorders and are more likely to 
experience two or more disorders than are their male counterparts, even when excluding 
both conduct and substance abuse disorders (Kraus & Pope, 2003; Abram et al., 2003).  
No major differences in prevalence rates of mental health problems have been found for 
factors of age (i.e., comparing older and younger juvenile offenders) or race and ethnicity 
(Grisso, 2008).  Due to the high rates of mental health problems in juvenile offenders, 
“Youth with psychiatric disorders may increasingly fall through the cracks into the 
juvenile justice system” (Teplin et al., 2002, p. 1141). 
Many studies have found that ADHD is common among youth in the juvenile 
justice system (Goldstein et al., 2005).  Nonetheless, studies of ADHD prevalence rates 
among juvenile offenders often have found lower rates than anticipated, a discrepancy 
that may be explained by the difficulty of self-reporting ADHD symptoms (i.e., a critical 
criterion in diagnosis is an age of onset by age 7; juvenile offenders may have difficulty 
identifying the age of onset of their childhood symptoms, and researchers rarely consider 
information from parents and schools in prevalence studies in this population) (Teplin et 
al., 2002).  Despite such challenges, identified rates of ADHD have ranged from 
approximately 2% to 17% for boys and 20% to 30% for girls involved in the juvenile 
justice system (Wasserman, Ko, & McReynolds, 2004; Teplin et al., 2002; Robertson, 
Dill, Husain, & Undesser, 2004).   These rates are much higher than the prevalence rates 
(3%-7%) for youth in the general population (American Psychological Association 
(APA), 2000), particularly for girls.  Notably, ADHD frequently occurs concurrently with 
other mental health problems, especially in girls (Abram et al., 2003).  
JUVENILE JUSTICE CLINICAL DECISIONS  4 
Rates of mood disorders are also high in this population, with 10-25% of juvenile 
offenders experiencing various forms of clinical depression (Grisso, 2008).  Specifically, 
nearly 20% of boys and 30% of girls meet criteria for a mood disorder (Teplin et al., 
2002).  Prevalence estimates of a major depressive episode ranged from approximately 
7% to 13% in males and 22% to 31% in females in the juvenile justice system 
(Wasserman, Ko, & McReynolds, 2004; Teplin et al., 2002; Robertson et al., 2004).  
Again, these estimates far exceed those of adolescents in the general population (3%-5%) 
(Clarke, DeBar, & Lewinsohn 2003; Teplin et al., 2002).  Juvenile offenders 
experiencing depression are likely to experience comorbid mental health problems and, 
for both boys and girls, ADHD is the most common comorbid diagnosis (Abram et al., 
2003).  
1.2.2 Identifying Mental Health Needs of Juveniles Offenders 
 Given the high prevalence of mental health problems in the juvenile justice 
system, youth should be evaluated thoroughly to identify individual treatment needs 
(Phillippi & DePrato, 2010). The need for systematic and reliable tools for screening and 
diagnosing the mental health problems of juvenile offenders has been recognized 
(Cauffman, 2004). 
 Screening instruments (e.g., MAYSI-2; Grisso & Barnum, 2006; GAIN-SS; 
Dennis et al., 2002) are frequently used when youth enter the system, to identify potential 
mental health needs, behavioral problems, or deficits in functional areas (Vincent, Grisso, 
& Terry, 2007). Approximately 70% of detention centers screen for mental health 
disorders (Cellini, 2001).  Although mental health screens may be useful in identifying 
youth in need of further attention, the screening instruments do not provide diagnoses.  
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Therefore, it is expected that the problems identified on these measures will be evaluated 
more thoroughly.   
Diagnosing mental health problems requires consideration of level of impairment 
and deficits across multiple areas.  Mental health professionals at community and 
residential placements can provide more comprehensive mental health assessments to 
better understand the mental health needs of individual juvenile offenders.  While there 
are many obstacles to completing a comprehensive mental health evaluation, particularly 
one including parental involvement, such evaluations are recommended for youth in the 
juvenile justice system (Wasserman at al., 2005).   
Despite the high rates of mental health problems, needs often go unrecognized 
and, therefore, untreated (Redding, Lexcen, & Ryan, 2005, Cellini, 2001).  In addition to 
those youth who are not diagnosed with mental health issues because the facilities do not 
screen youth for such problems (Cellini, 2001), many others are not diagnosed or treated 
due to inconsistent and unguided expectations for the identification of mental health 
needs and treatment delivery (Skowyra & Cocozza, 2006).  In fact, research reveals that 
only about 15% of juvenile offenders with major mental disorders (e.g., affective 
disorders, psychosis) receive treatment.  
1.3 Treatment Implementation in Juvenile Justice Facilities 
Due to the increased awareness of mental health problems, there has been a surge 
of interest in research on the treatment of juvenile offenders (OJJDP, 2008). Juvenile 
justice dispositions may include varied amounts of supervision and control including no 
supervision, diversion to community treatment, probation or parole supervision in the 
community, or incarceration (Lipsey, 2009).  Research shows that, despite the importance 
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of and interest in treatment, juvenile offenders receive a wide range of treatments, some 
of which may be harmful rather than helpful (Phillippi & DePrato, 2010).  
Community-based interventions are showing greater promise than most other 
interventions for treating juvenile delinquency (Sheidow & Henggler, 2005).  These 
interventions are designed to provide rehabilitative services to delinquent youth as an 
alternative to institutional-, residential-, or group-care placements (Trupin, 2007).   One 
study found that approximately 27% of juveniles are diverted to community placement, 
in which supervision varies (Lipsey, 2009).  Of the 27% in community placement, there 
is little research to show the number of juvenile offenders that are diverted to the 
empirically supported, effective community-based interventions.   
Juvenile justice facilities, including detention centers and various types of 
residential placements, have been found to produce iatrogenic effects (Redding, Lexcen, 
& Ryan, 2005). This may be due, in part, to a lack of effective treatments in place at the 
facilities (Kraus & Pope, 2010).   In a recent meta-analysis of juvenile justice treatment, 
Lipsey (2009) found that therapeutic interventions, including counseling, multiple 
services, and skill building interventions were the more effective methods of reducing 
recidivism.  Another meta-analysis indicated that models of cognitive-behavioral therapy 
(CBT) were the most effective interventions for reducing recidivism in juvenile offenders 
(Landenberger & Lipsey, 2005).  Although the Office of Juvenile Justice Delinquency 
Prevention (OJJDP) provides a model programs guide on the website to encourage the 
use of evidence-based treatment in juvenile justice facilities (OJJDP, 2004), there is little 
research showing that current practice in juvenile justice treatment is optimal (Lipsey, 
2009). 
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 Despite the increased focus on development and implementation of evidenced-
based practice for juvenile offenders in community and residential facilities, there is still 
a lack of empirically supported services available for youth with mental health problems 
(Cellini, 2001). The services that have been evaluated for treatment of juvenile offenders 
have focused on reducing recidivism as the outcome measure (Shelton, 2005).  In other 
words, programs that have been identified as effective have been shown to reduce 
recidivism with little or no research available on whether these evidence-based practices 
impact the mental health issues they target.  In addition, even when considering “what 
works,” outcome differences among the diverse population of juvenile offenders (e.g., 
gender, age, race/ethnicity, mental health diagnosis) are rarely discussed (Guerra & Leaf, 
2008).  Furthermore, juveniles present with a variety of factors that make mental health 
treatment outcomes difficult, including low motivation for change, lack of trust, 
noncompliance, high levels of anger and impulsivity, and high rates of comorbidity 
(Mulvey, Arthur, & Repucci, 1993).  
Although the law requires that youth receive treatment for major mental health 
problems while in the juvenile justice system, these young offenders continue to be 
underserved (Teplin et al., 2005).  Some studies indicate that fewer than 50% of juvenile 
offenders with mental health diagnoses received services (Lopez-Williams, Stoep, Kuo, 
& Stewart, 2006) and that this service provision has not been equally distributed among 
the juvenile justice population (Abram et al., 2008).  Males, older youths, and 
racial/ethnic minorities are less likely to receive treatment in juvenile placement.  In 
addition, due to the prevalence and disruptiveness of externalizing disorders, treatment 
for internalizing disorders is often overlooked (Cauffman, 2004).   
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1.4 Clinical Decision-Making with Juvenile Offenders 
 Clinical decision-making involves an analysis of the available information about a 
case and an incorporation of the prior experience and knowledge of the clinician (Dawes, 
Faust, & Meehl, 1989). Clinical decision-making requires mental health professionals to 
make important decisions even when they may be uncertain about details of a case (Turk 
& Salovey, 1986).  Furthermore, treatment decisions by mental health clinicians are 
vulnerable to errors (Nezu, Nezu, & Lombardo, 2004).  Treatment decision-making may 
be influenced by a number of factors, including three common judgmental heuristics: the 
availability heuristic (i.e., basing a decision on the ease of bringing the decision to mind); 
the representative heuristic (i.e., basing a decision on the perceived degree of a 
relationship, as in the closeness, between situations or events); and anchoring (i.e., basing 
a decision on an initial impression rather than on all of the information received) 
(Tversky & Kahneman, 1974).  These heuristics can lead to judgmental biases in clinical 
decision-making that may influence how the clinician decides to identify needs, the 
diagnosis provided, and the plan of treatment (Nezu, Nezu & Lombardo, 2004).    
Case formulation and treatment planning are considered fundamental aspects of 
providing effective treatment (Eells, Kenjelic, & Lucas, 1997).   These tasks are difficult 
and time-consuming for all clinicians, particularly for juvenile justice mental health staff 
who are often overworked and provided little access to resources (National Council on 
Crime and Delinquency, 2006). This may exacerbate challenges mental health staff face 
in diagnosing and treating juvenile offenders.   
1.4.1 Challenges of Diagnosis 
 Limitations in diagnosing psychopathology are widely acknowledged (Brown & 
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Barlow, 2009). For many years, using unstructured interviews, clinicians frequently 
arrived at incongruent diagnoses for the same client, and rates of diagnostic agreement 
were no better than would be expected by chance (Beck et al., 1962).  With the 
development of structured and semi-structured diagnostic interviews, reliability among 
clinicians’ diagnostic agreement improved; the use of such tools is now considered the 
standard of practice in research settings and in empirically driven clinical practice 
(Summerfeldt & Antony, 2002). A more recent study compared the inter-rater reliability 
of structured versus unstructured interviews and found that inter-rater agreement using 
structured measures was significantly higher (Miller, 2001).  Research indicates, though, 
that even with the use of semi-structured interviews, there is no ‘gold standard’ in 
diagnosis of psychiatric disorders (Einfeld, Tonge, Chapman, Mohr, Taffe, & Horstead, 
2007).   
Challenges in diagnosing juvenile offenders may be related to a variety of issues, 
including the general problems with diagnosis that exist in the current system.  In the 
juvenile justice system, these existing problems may be exacerbated by other problems 
with diagnosis, including lack of access to measures or tools to assist with diagnosis.  
Screening instruments do not provide a diagnosis, and to accurately diagnose an 
individual, clinicians should select a variety of assessment measures to provide a multi-
method, multi-trait assessment (Nezu, Nezu, & Cos, 2007).  To conduct such an 
assessment, time and resources are required, both of which are sorely lacking for mental 
health staff at most residential facilities (Rousch, 1996; Greenwood, 2008).   
Diagnosis may also be influenced by heuristics and biases that may lead clinicians 
to more frequently diagnose the most common of the mental health issues of juvenile 
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offenders (Turk & Salovey, 1986).  Therefore, it is likely that clinicians may have a 
tendency to diagnose externalizing disorders and substance-related problems and may 
have difficulties diagnosing internalizing disorders because these are often overlooked in 
the population (Cauffman, 2004).   
In addition, the complexities of diagnosing comorbid mental health problems may 
exacerbate the difficulties in providing accurate diagnoses. Given the number of 
considerations in clinical decision-making and the timeliness with which these decisions 
must be made, consideration of comorbid mental health problems may tax the 
information processing required.   
1.4.2 Challenges of Treatment Planning 
Clinicians in the juvenile justice system also face challenges in treatment 
planning. Given the difficulties described in diagnosing psychiatric problems experienced 
by juvenile offenders, providing an effective treatment plan is a related concern for 
clinicians working with this population.  For example, if certain mental health problems 
are not diagnosed, treatment will not be planned to meet these problems.  Even if 
accurate diagnoses are provided, clinicians may not be educated about the most effective, 
evidence-based treatments to meet those mental health needs.  Further, research shows 
that treatment decisions may be influenced by type of mental health problem; 
specifically, more treatment is often provided for externalizing problems and substance 
abuse than for other disorders (Janku & Yan, 2009). As noted, these mental health 
problems are also more likely to be diagnosed in this population, which may be related to 
their increased likelihood for treatment.    
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Treatment planning challenges also may be compounded by the presence of 
comorbid mental health problems (Abram et al., 2003). Many empirically supported 
treatments are designed to address a very specific problem, often defined by diagnostic 
criteria. The evidence of the treatment efficacy may be very different from the real-world 
application of these treatments particularly for individuals experiencing comorbid mental 
health diagnoses (Kazdin, 2008).  Furthermore, symptoms of one disorder may interfere 
with the effective treatment of another disorder (Grisso, 2008).   
2. The Current Study 
  Given the many obstacles to diagnosing and effectively treating juvenile 
offenders, this study was designed to evaluate juvenile justice mental health 
professionals’ clinical decision-making processes.  Thus, this study explored the accuracy 
of diagnosis, the ability to match treatment to diagnosis, and the way in which 
comorbidity impacted these abilities. Clinical decision-making is influenced by many 
factors, including the presentation of multiple problems, and juvenile offenders are 
frequently diagnosed with comorbid mental health problems. In addition, because 
females are more likely to both experience and be diagnosed with mental health 
disorders, gender differences in these variables were examined. 
In this study, I examined two frequent diagnoses. ADHD was selected because it 
is a mental health problem that is frequently linked to juvenile offending, even if the 
reported rates are not always as high as expected.  Depression, as marked by a major 
depressive episode (MDE), was selected because it occurs more frequently than expected 
in this population and because internalizing disorders are often overlooked. Conduct 
disorder, Oppositional Defiant Disorder (ODD), and substance abuse were not examined 
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because of the direct overlap between the symptoms of these disorders and delinquent 
behaviors (Abram et al., 2003; Grisso, 2008). 
2.1 Hypotheses 
I expected to find a main effect of diagnosis (ADHD-only, MDE-only, and 
Comorbid ADHD and MDE) on accuracy of diagnosis.  Specifically, I expected that 
mental health professionals’ accuracy of diagnosis would be lower when two problems 
were presented for a juvenile offender than when only one disorder was presented.   
I also expected to find a main effect of diagnosis presented on the accuracy of 
identifying effective treatment.  Specifically, I expected that mental health professionals’ 
accuracy identifying effective treatments would be lower when two mental health 
problems were presented for a juvenile offender than when only one disorder was 
presented. 
I planned to examine the role of youth gender on both accuracy of diagnosis and 
ability to identify effective treatment.  I predicted that accuracy of diagnosis would differ 
based on the gender presented. Further, I expected that if youth gender were related to 
accuracy of diagnosis, it also would also be related to the ability to identify effective 
treatments.   
Finally, I explored the relationship between accuracy of diagnosis and educational 
degree and expected there would be differences among mental health professionals’ 




JUVENILE JUSTICE CLINICAL DECISIONS  13 
3. Methods 
3.1 Participants 
Participants were 73 mental health professionals from juvenile detention centers 
and residential juvenile justice facilities across the United States.  Providers were 
excluded (n = 11) if they were not primarily employed by a detention center or residential 
facility.  Of the remaining 62 participants, only 48 completed study materials, and only 
39 answered the questions associated with the primary hypotheses  (i.e., provided 
diagnoses).    
The sample that completed study materials in their entirety included 14 males and 
25 females, aged 27 to 65 years (M = 43.7, SD = 11.42).  The majority of the sample was 
White (79%), with 13% identifying as Black or African-American, 5% as Multiracial, 
and 3% as American Indian/Alaskan Native; 4% of the sample identified as 
Hispanic/Latino.  Regarding level of education, 41% of participants reported having 
completed a master’s (M.A./M.S.) degree, 23% a bachelor’s (B.A./B.S.) degree, 20% a 
doctoral (Psy.D./Ph.D.) degree, and 16% reported having completed another type of 
program; no medical doctors completed the survey.  The sample included individuals 
who worked in 10 states across the country, including CA (5%), CO (3%), CT (8%), DE 
(14%), IL (3%), KY (18%), NJ (5%), PA (3%), TX (28%), and WA (13%).  There were 
no major demographic differences between the 9 individuals that completed the survey 
but did not provide sufficient responses for analyses, and the 39 individuals who 
completed the diagnosis question; participant characteristics are limited to those 39 
individuals whose data were included in the analyses.   
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3.2 Procedure 
Recognizing the challenges of reaching a large sample of treatment providers in 
detention centers and residential juvenile justice facilities, a multi-method recruitment 
approach was used.  First, 31 organizations whose members typically work within the 
mental health juvenile justice field were identified, and two organizations, the National 
Organization of Forensic Social Work and Handsnet.org, agreed to disseminate a 
recruitment email; recruitment via these organizations’ listservs produced 14 participants.  
Second, a list of 133 juvenile justice facilities from 20 states was generated via an 
extensive web search; facility directors were contacted by phone and email, and six 
agreed to disseminate the recruitment email or to provide contact information for 
treatment providers so that I could send recruitment emails directly; this approach 
produced 1 response. Third, a list of 118 juvenile court employees, ranging from 
administrative assistants to judges, was generated from a web search.  From this list, 36 
court-affiliated individuals were identified as working in positions related to juvenile 
justice placement or intervention, and they were contacted via phone or email.  Although 
none of these court-affiliated contacts agreed to disseminate the recruitment email, these 
contacts resulted in five referrals to individuals at the local and state level (e.g., LA 
County Director of Mental Health services, Superintendents at facilities in Connecticut, 
Alaska Director of Juvenile Justice, Arizona Assistant Director of Juvenile Court 
Services). Through these referrals, further referrals through these individuals, and 
additional research into the Office of Juvenile Justice and Delinquency Prevention’s 
state-level Juvenile Justice Specialist positions, 117 individuals who specialize in 
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juvenile justice intervention or research from 48 states and 6 national mental health and 
forensic organizations were identified and contacted.  This effort resulted in six 
individuals agreeing to disseminate the recruitment email and/or providing contact 
information for treatment providers in their states (CT, DE, HI, ID, KY, WA).  
Additionally, three of these individuals agreed to share the recruitment materials with 
colleagues who either provide treatment in juvenile justice facilities or who could provide 
assistance with further recruitment.   This network of referrals resulted in the recruitment 
of the majority of participants (n = 58). 
Consent for the study was provided by accessing the link to the survey.  
Participation in the study was voluntary, and potential participants were asked to provide 
consent by clicking on the link to the survey.  All data were provided anonymously, and 
no identifying information was linked to survey responses.  Two recruitment emails (an 
initial message and a reminder email) were sent via each listserv and to each individual 
for whom direct contact information was available. 
3.3 Measures 
Measures included 1) the Diagnosis and Treatment Accuracy Measure, 2) the 
Juvenile Justice Placement Form, and 3) a demographics questionnaire.  
The Diagnosis and Treatment Accuracy Measure was developed for this study.  
This measure provided a summary of the presenting symptoms of a juvenile offender and 
then asked questions about diagnosis and treatment recommendations, based on the 
summary.  Six versions of the vignette were used, three diagnostic case summaries 
(ADHD-only, MDE-only, and Comorbid ADHD and MDE) per gender.  The Diagnosis 
and Treatment Accuracy Measure asked participants to provide a diagnosis based on the 
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summary reviewed.  The measure then asked which treatment or combinations of 
treatment from those included in a list, the mental health professional would recommend.  
The list included evidence-based practices for the mental health problem(s) indicated in 
the summary, evidence-based practices for other mental health problems, treatment 
practices commonly used but not empirically supported, and non-existent “treatments” 
that were created for the purposes of this study.  The non-existent treatments were 
reviewed by graduate students in clinical psychology to determine that the titles of the 
treatments sounded plausible.  More than 85% of the graduate students found the non-
existent treatments to sound plausible, therefore, the treatment names were used for the 
purpose of this study.  Participants’ treatment accuracy was measured based on a point 
system in which the evidenced-based mental health practices selected received 2 points 
each, the commonly used but not evidence-based practices received 1 point, and the non-
existent treatments received 0 points; for the Comorbid ADHD and MDE condition, the 
total number of points was divided by 2 for comparison with the ADHD-only and MDE-
only conditions. Differences between accuracy of diagnosis between ADHD and MDE 
were reviewed to determine whether one of the two mental health problems was more 
difficult to diagnose. 
The Juvenile Justice Placement Form was designed for this study to assess 
information about the placement at which the participant worked.  This measure asked 
questions about the type of placement; number of juveniles involved with the placement; 
screening and evaluation measures available; procedures at the placement; the 
educational, health, vocational, and recreational services available; and mental health 
services provided. This measure was based upon a measure designed by the Office of 
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Juvenile Justice and Delinquency prevention, entitled Juvenile Residential Facility 
Census. 
A demographics questionnaire asked participants for information about age, 
race/ethnicity, job description, and estimates of face-to-face contact hours with juvenile 
offenders. 
4. Results 
This study employed a 3 (diagnosis: ADHD-only, MDE-only, Comorbid ADHD 
and MDE) x 2 (youth gender: male, female) between groups design.1  See Table 1 for 





Random Assignment to Conditions of Diagnosis Presented and Gender Presented 




Male 7 (17.9%) 4 (10.3%) 7 (17.9%) 18 (46.2%) 
Female 12 (30.8%) 6 (15.4%) 3 (7.7%) 21 (53.8%) 
Total 19 (48.7%) 10 (25.6%) 10 (25.6%) 39 
 
 
To evaluate the primary hypothesis, that accuracy of diagnosis would be lower 
when two mental health problems were presented for a juvenile offender than when only 
one disorder was presented, a 2 (diagnosis type: single, comorbid) x 2 (accuracy of 
diagnosis: accurate, inaccurate) chi-square test of independence was conducted.  Results 
                                                
1 To examine accuracy of diagnosis by diagnosis type and gender presented, as originally 
planned, 477 participants would have been needed to produce a power of .80.  Due to 
recruitment difficulties (see Procedure and Limitations), the primary hypotheses were 
maintained, but the statistical approach was altered to accommodate the substantially 
smaller sample.    
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revealed a significant relationship between type of diagnosis and accuracy of diagnosis, 
χ2 = 8.44 (1, N=39), p < 0.01; Φ = -.47 (large effect size)2; relative to symptoms of a 
single disorder, simultaneous presentation of symptoms of two disorders resulted in 
reduced diagnostic accuracy.  For greater specificity, a 3 (diagnosis presented: ADHD-
only, MDE-only, comorbid ADHD, MDE) x 2 (accuracy of diagnosis: accurate, 
inaccurate) chi-square test of independence was conducted, and results paralleled those of 
the primary hypothesis, χ2 = 8.48 (2, N=39), p = 0.01; Cramer V = .47 (large effect size).  
There were no significant differences in accuracy of diagnosis between the presentation 
of ADHD and MDE symptoms, χ2 = 0.04 (1, N=29), p = 0.83; Φ = -.04 (small effect 
size), but accuracy was significantly lower in the comorbid ADHD and MDE condition 
than in the ADHD, χ2 = 7.64 (1, N=29), p < 0.01; Φ = -.51 (large effect size), or MDE, χ2 
= 5.05 (1, N=20), p = 0.02; Φ = -.50 (large effect size) condition.  See Table 2 for 
frequency data on the accuracy of diagnosis by diagnostic symptoms presented.   
 
Table 2 
Accuracy of Diagnosis by Diagnosis Presented 
Diagnosis Presented Inaccurate Accurate 
ADHD-Only 5 (12.8%) 14 (35.9%) 
MDE-Only 3 (7.7%) 7  (17.9%) 
Comorbid ADHD and MDE 8 (20.5%) 2  (5.1%) 
Total 16 (41%) 23 (59%) 
 
 
To evaluate the relationship between youth gender presented and accuracy of 
diagnosis, a 2 (youth gender: male, female) X 2 (accuracy of diagnosis: accurate, 
                                                
2 Effect size measurements for Φ and Cramer’s V reflect Cohen’s estimates (1988): small 
.1; medium .3; large .5. 
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inaccurate) chi-square test of independence was conducted.  Although accurate diagnoses 
were provided proportionally more often in the adolescent female condition (71.4% 
accurate) than in the adolescent male condition (44.4% accurate), results revealed no 
statistically significant association between gender and accuracy of diagnosis, χ2 = 2.92 
(2, N=39), p = 0.09; Φ = .27 (medium effect size).  Notably, 39 participants produced a 
power of only .47 to detect an effect of this size for a 2 X 2 chi-square test of 
independence when alpha was set at .05.  Thus, despite a medium effect size, there was 
insufficient sample size to statistically support a relationship between youth gender and 
accuracy. 
To evaluate the hypothesis that accuracy of identifying treatment would be lower 
when symptoms of two mental health disorders were presented for a juvenile offender 
than when symptoms of only one disorder were presented, a one-way analysis of variance 
(ANOVA), with 3 levels (ADHD-only, MDE-only, and Comorbid ADHD and MDE), 
was conducted.  No statistically significant differences between group means were 
observed, F (2,37) = .95, p = 0.40; ηp2 = .05 (medium effect size)3. See Table 3 for means 
and standard deviations of treatment accuracy scores by condition. 
 
Table 3 





ADHD-Only 9.82 (4.35) 
MDE-Only 9.20 (4.87) 
Comorbid ADHD and MDE 7.50 (3.30) 
Total 9.03 (4.24) 
                                                
3 Partial eta-squared estimates were interpreted using Field’s (2005) effect size norms: 
small = 0.01; medium = 0.06; large = 0.14. 
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To evaluate the relationship between level of education and accuracy of diagnosis, 
a 4 (level of education: BA/BS, MA/MS, PsyD/PhD, or Other) x 2 (accuracy of 
diagnosis: accurate, inaccurate) chi-square  test of independence was conducted.  A 
significant relationship between level of education and accuracy of diagnosis was not 
observed, χ2 = 2.35 (3, N=39), p = 0.50; Cramer’s V = .25 (medium effect size). In 
addition, I explored the relationship between level of education and ability to identify 
effective treatment for a juvenile offender using a one-way analysis of variance 
(ANOVA), with four levels (BA/BS, MA/MS, PsyD/PhD, or Other).  No statistically 
significant differences between group means were observed, F (3,37) = .85, p = .48; ηp2 = 
.07 (medium effect size).  
5. Discussion 
 The current study indicated that mental health providers in the juvenile justice 
system may have more difficulties diagnosing adolescents with symptoms of comorbid 
mental health problems than adolescents who present with single diagnoses, regardless of 
youth gender or clinician’s level of education.  Given that approximately half of youth, 
regardless of gender, enter the juvenile system with comorbid mental health problems 
(Abram et al., 2003; Skowrya & Cocozza, 2006), these findings generate a number of 
important implications for clinical practice, policy, and research in the juvenile justice 
system.  With the wide array (Shufelt & Cocozza, 2006) and high incidence (Teplin et al., 
2002) of mental health disorders among juvenile justice-involved youth, it is essential 
that disorders be accurately diagnosed and effectively treated to improve mental health 
and behavioral outcomes.  
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5.1 Clinical Implications 
 Accurate diagnosis serves to inform the development of effective treatment plans, 
and it provides information about prognosis and potential treatment outcomes (McGorry, 
Hickie, Yung, Pantelis & Jackson, 2006).  Juvenile justice youth consistently report 
comorbid mental health problems, with one study identifying an average of five 
diagnoses per youth (Odgers, Burnette, Chauhan, Moretti, & Repucci, 2005). The current 
study was limited to examining the common diagnoses of ADHD and MDE, using clear 
cut symptom descriptions drawn directly from the Diagnostic and Statistical Manual of 
Mental Disorders – IV (DSM-IV; APA, 2000).  However, juvenile justice-involved youth 
tend to have complex mental health histories (Hammond, 2007), often with histories of 
trauma (Abram et al., 2013), neglect (Ryan, Williams, & Courtney, 2013), familial 
instability (Schroeder, Osgood, & Oghia, 2010), learning disabilities, school failure 
(Cruise, Evans, & Pickens, 2011), low IQ (McGloin, Pratt, & Maahs, 2004), and 
substance use (Young, Dembo, & Henderson, 2007).  Treatment providers demonstrated 
greater difficulty with diagnostic accuracy even when symptom patterns of comorbid 
disorders were presented simply and briefly, in a half-page vignette.  These challenges to 
accuracy may well be exacerbated when attempting to diagnose real youth in the juvenile 
justice system, who present with complicated symptom patterns (Martin, Martin, Dell, 
Davis, & Guerrieri, 2008) and who articulate their symptoms in less straightforward 
ways.   
The current study used diagnostic criteria from the DSM-IV, as version IV was in 
use at the time the study was designed and data were collected.  However, with the recent 
release of the DSM-5 (APA, 2013) and substantial changes to many diagnoses of children 
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and adolescents (APA, 2013), juvenile justice treatment providers currently face 
additional challenges determining diagnoses using less familiar criteria.  Given juvenile 
offenders’ often complex diagnostic profiles and the difficulties treatment providers in 
the juvenile justice system have in making accurate diagnoses in such cases, it seems 
essential that training in the DSM-5 should be a priority for this population.  Although 
this study’s results must be interpreted with caution due to the small sample size, the 
indication that level of education impacted neither the ability to accurately diagnose nor 
to select evidence-based or widely used practices, further emphasizes the importance of 
diagnostic training for this population.   
 In addition, difficulties with diagnosis exacerbate challenges to identifying 
effective treatment.  Often, clinicians may lack the knowledge and skills needed to 
identify and implement evidence-based practices, particularly with clients with more 
severe cases (Corrigan, Steiner, McCracken, Blaser, & Barr, 2001).  It seems that 
accurate diagnosis is a pre-requisite for effective treatment, and accurately diagnosing 
youth, therefore, should increase the likelihood of identifying appropriate evidence-based 
practices.  Although this was not observed in the current study, this may have been the 
result of the small sample size.   
Over the last two decades, significant progress has been made in developing 
treatment programs found to be effective for juvenile offenders.  When such treatment is 
appropriately utilized, previous research has shown a reduction in recidivism (Lipsey, 
2009).  There has been a broad emphasis on implementing programs, such as 
Multisystemic Therapy (MST; Henggeler, Rodick, Borduin, Hanson, Watson, & Urey, 
1986) and Functional Family Therapy (FFT; Alexander & Parsons, 1973), which both 
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address mental health needs and reduce recidivism (Shufelt & Cocozza, 2013).   Most 
relevant to the current study, MST combines and prioritizes a number of treatment 
approaches to meet the individual’s needs. A meta-analysis indicated that the emphasis 
on family was the most effective MST component for reducing both mental health 
symptoms and risk behaviors (Curtis, Ronan, & Borduin, 2004). Therefore, additional 
emphasis on evidence-based practices that include families may contribute to alleviation 
of symptoms and risk reduction.  The emphasis on MST and FFT may have been 
reflected in this sample, as these treatments were selected by 49% and 62% of the 
sample, respectively; however, only 23% of the entire sample reported the access or 
training to provide MST, and 40% reported sufficient access and ability to provide FFT.  
Finally, there is a link between mental health treatment and juvenile recidivism.  
Research indicates that when youth receive quality mental health treatment in juvenile 
justice placements they are 25% less likely to reoffend (Coalition for Juvenile Justice, 
2000). The extant literature focuses on reducing recidivism as the outcome of effective 
treatment (Henderson, Taxman, & Young, 2009; Landenberger & Lipsey, 2005).  Rarely, 
in this literature, is the reduction of mental health symptoms discussed as an outcome of 
effective treatments.  Research indicates that diagnosis is not specifically linked to 
recidivism (Wierson & Forehand, 1995), but it is yet to be seen whether more effective 
treatment of mental health problems can reduce recidivism.  If treatment providers are 
more able to accurately diagnose comorbid diagnostic presentations, they should be better 
able to select effective treatments to reduce related symptoms, as it would be particularly 
difficult to provide effective treatment if the problems are not accurately identified.  
Increased focus on accurate diagnosis and utilization of evidence-based practice to meet 
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the needs of the individual diagnostic presentation should result in more frequent use of 
symptom-driven, empirically supported treatments in the juvenile justice system.   It is 
expected that an increased use of the practices would not only reduce the mental health 
symptoms but would likely have the added benefit of reduction in recidivism rates. Given 
the challenges bridging the gap between research and practice (Chambless & Ollendick, 
2001), it is particularly important that juvenile justice treatment providers are trained to 
provide accurate diagnoses via thorough assessments at intake and to provide effective 
treatment to meet the individuals needs of each youth (Skowyra & Cocozza, 2006).  
Further, it is essential that clinicians follow principles for effective youth reentry, such as 
emphasizing and implementing individualized  after-care strategies, which have been 
shown to significantly reduce recidivism (Nellis, Wayman, & Schirmer, 2009). 
This information is relevant to the current debate in the field regarding treatment 
within the justice system.  This study focuses on the argument made by Van Dorn and 
colleagues (2013) indicating improvements within the mental health system should 
improve outcomes, in this case for juvenile offenders.  Despite this mental health 
orientation, there also is the argument that justice system treatment should focus 
primarily on addressing the criminogenic needs of offenders, grounded in the perspective 
that risk factors are primarily responsible for recidivism (Andrews & Dowden, 2006).  If 
future research reveals the latter perspective to be more accurate then treatment would 
need to be better tailored to address the individual’s presenting risk-related needs rather 
than their mental health symptoms.   
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5.2 Research Implications 
 Given the small sample in the current study, results should be replicated with 
larger samples. Research into the clinical implications described above would be 
important to better inform the field regarding effective treatment for juvenile offenders.  
This study provided some information about clinical-decision making by treatment 
providers by identifying difficulties in diagnosis related to comorbid presentations, as 
well as challenges in identifying effective treatments.  Therefore, further research is 
needed to better understand diagnosis and treatment of youth in the juvenile justice 
system.  Currently, there are efforts to provide more effective treatment within the system 
(OJJDP, 2013), and researchers are discussing the importance of tailoring the treatment to 
the individual (Abram et al, 2013).  Investigation is needed into whether these efforts 
extend beyond academics and policy-makers to incorporation into the actual decision-
making of juvenile justice treatment providers.  In addition, future research should focus 
on efforts to bridge the gap between research and practice via continuing education and 
professional training for treatment providers in the juvenile justice system. 
 Further research also is needed to better prioritize the treatment needs of juvenile 
offenders within the current debate about the relative value of addressing criminogenic 
and mental health needs (Van Dorn et al., 2013; Skeem, Manchuk, & Peterson, 2011).  If 
future research identifies one approach as significantly more effective than the other, 
clinical and policy implications for use of appropriate assessments (e.g. risk assessments 
vs. mental health assessments) and treatments would differ.  Further, if future research 
identifies different sub-groups within the juvenile justice population with various 
categories of need (e.g., predominantly crimonogenic needs, predominantly mental health 
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needs, mixed needs), it would be important for subsequent research to explore whether 
different intervention approaches might be more effective if they address the specific 
needs of individual youths within each group.  
There is limited research with this population, and virtually no studies exist that 
draw from a wide-range of treatment providers in the juvenile justice system.  Most of the 
extant literature with juvenile justice personnel appears to focus on a single juvenile 
justice facility or, less frequently, a single state-run juvenile justice system.  The National 
Criminal Justice Treatment Practices Survey (NCJTP; Taxman, Young, & Fletcher, 
2007) is one example of a broad-based study that emphasizes treatment throughout the 
entire criminal justice system, and it provides a model for future research with this 
population.  That said, the participants in the NCJTP survey included facility 
administrators and treatment directors, not the actual treatment providers within the 
system.  Given the importance of intervention in the juvenile justice system and the need 
for larger-scale research in the future, it is essential to identify more effective methods of 
reaching this population in order to elicit data that can generate a more meaningful and 
generalizable understanding of juvenile justice treatment approaches.  Dillman (2000) 
suggested a more thorough follow-up system, including multiple follow-up contacts via 
postcard, phone, and email, as well as a final contact notification message, to better reach 
a sample, which may improve efforts to reach this population.  In addition, this 
population may be more motivated to respond to a survey when it is funded by a large 
organization or when there is an incentive involved.   
 
 
JUVENILE JUSTICE CLINICAL DECISIONS  27 
5.3 Policy Implications 
Training for mental health professionals in the juvenile justice system seems to be 
an essential implication of the current study.  The Juvenile Justice and Delinquency 
Prevention Act (JJDP Act, 2002) specifically states that programs should be developed to 
implement the following services to all juvenile offenders:  
(A) an assessment by a qualified mental health professional of incarcerated 
juveniles who  
are suspected to be in need of mental health services; 
(B) the development of an individualized treatment plan for those incarcerated  
juveniles determined to be in need of such services; 
(C) the inclusion of a discharge plan for incarcerated juveniles receiving mental 
health  
services that addresses aftercare services; and 
(D) all juveniles receiving psychotropic medications to be under the care of a 
licensed  
mental health professional. (p. 25-26) 
National policies for training and continued education of juvenile justice treatment 
providers should be implemented so that the underserved youth in the system are more 
likely to have these treatment needs met.  Specific standards around ability to diagnose 
and treat juvenile offenders should be developed so that the standards set forth by the 
JJDP Act are more likely to be followed.  Currently, there is a national movement 
towards more trauma-informed care in juvenile justice (Blanch, 2012); therefore, as 
policies are put into place across the country, consideration of trauma-related diagnoses 
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and treatment should be included. However, given the high rates of comorbidity and the 
challenges in treating trauma-related symptoms without also addressing co-occurring 
disorders (Abram et al., 2013), accurate diagnosis and effective treatment of a wide range 
of comorbid diagnosis should be emphasized.  
5.4 Limitations 
Despite significant results that raise concerns about capacities to diagnose 
comorbid symptom patterns, results must be interpreted within the study’s limitations, 
particularly its small sample size and the very low response rate.  The sample size 
reflected the difficulties in recruiting this population, particularly using online survey-
based research.  Typically, response rates for web surveys in psychological studies range 
from 10% to 80% (Salekin, Rogers, & Ustad, 2001; Converse et al., 2008; Shih & Fan, 
2008). Therefore, I expected a conservative response rate of 25% (Dillman, 1978) when 
planning a study that required only one-time participation.  Unfortunately, despite 
utilizing numerous methods to reach this population, recruitment efforts resulted in only 
11.5% of the attempted contacts distributing the recruitment email to treatment providers, 
which yielded only an 8% response rate and an insufficient sample size to examine 
multiple independent variables simultaneously.  In addition, the sample that did complete 
the survey was not representative and may have been motivated to do so because of a 
particular interest in research that other treatment providers may not have.  Therefore, 
these treatment providers may be more interested in evidenced-based practices, hence, 
the high rates of selecting empirically supported treatments.   
Large-scale studies of criminal or juvenile justice populations are typically 
supported by major organizations that provide funding and increase access to the system 
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(Brown et al., 2010; Taxman, Young, & Fletcher, 2007).  Such studies rarely utilize 
online surveys, and, instead, tend to use paper and pencil survey formats, many of which 
are distributed through their facility administrators and are required by states or 
employers (Taxman, Young, Wiersema, Rhodes, & Mitchell, 2007).  No research has 
been published based on data collected from juvenile justice treatment providers using an 
online survey format.   
The current study was not supported by external funding or a large organization, a 
fact that led to roadblocks in recruitment.  For instance, smaller organizations affiliated 
with or funded by the Substance Abuse and Mental Health Services Administration 
(SAMHSA), the National Institute on Drug Abuse (NIDA), and OJJDP were prohibited 
from disseminating the survey link through their listservs because this research was not 
supported by the larger organizations.  The studies funded by these organizations have 
been shown to receive response rates of 90% or more (Young, Dembo, & Henderson, 
2007).  Further, APA does not support the distribution of online research surveys through 
any of its listservs (APA, 2002).  Therefore, the initial recruitment approach of seeking 
participants through listservs was unsuccessful.   
 Consistent with the low enrollment rates in the current study, others have 
interpreted the paucity of research with juvenile justice treatment providers as a reflection 
of the fact that this a very difficult-to-reach population (Calley & Richardson, 2011).  
Given the lack of information about non-responders, it is impossible to assess whether 
specific demographic characteristics may have impacted the response rate.   
Beyond the challenges reaching the target population, fewer than half of the 
people who opened the survey link completed it. Therefore, there may have been some 
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characteristics of the survey itself that interfered.  The survey required approximately 30 
minutes to complete, which may have been too much of a time commitment for juvenile 
justice treatment providers who are already overworked and under-resourced (National 
Council on Crime and Delinquency, 2006).  Further, no incentive was provided for study 
completion, and incentives greatly improve the likelihood of participation in online 
research (Freeman, 2002). 
5.5 Conclusions 
 The present study identified a relationship between the presentation of symptoms 
of comorbid mental health disorders and decreased accuracy of diagnosis in a sample of 
juvenile justice treatment providers.  This finding, if replicated, can provide important 
information about the quality of diagnosis and treatment planning in the juvenile justice 
system.  
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